
 

                       
 

Money Follows the Person Referral 
 
Please complete this form and send to Sara.Spisak@state.sd.us 

Client Information: 

Name: Click or tap here to enter text.  DOB: Click or tap here to enter text.  Age: Click or tap here to enter text. 

SSN: Click or tap here to enter text. 

Medicaid Recipient:  ☐YES  ☐ NO                                               

If YES, please list Recipient ID: ____________________________ 

Current Residence: Click or tap here to enter text. 

Address: Click or tap here to enter text. 

Length of time at Current Residence: (estimate is fine) Click or tap here to enter text. 

Where want to live (location and type of housing): Click or tap here to enter text. 

Target transition date: Click or tap to enter a date. 

Referred By:  

Name: Click or tap here to enter text.    Name: Click or tap here to enter text. 

Contact (phone/email): Click or tap here to enter text.  Contact (phone/email): Click or tap here to enter text. 

Relationship to Client: Click or tap here to enter text.    Relationship to Client: Click or tap here to enter text. 

Other Important Team/Family Members: 

Name: Click or tap here to enter text.    Legal Representative/Guardian: Click or tap here to enter text. 

Contact (phone/email): Click or tap here to enter text.  Contact (phone/email): Click or tap here to enter text. 

Additional Information: 

Click or tap here to enter text. 

 

 

What specific SD MFP services / supports do you foresee needing? 

Click or tap here to enter text. 
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